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Miliary tuberculosis as a cause of puerperial fever is extremely rare. It is a serious illness with nonspeciﬁc clinical manifestations
and typical chest radiographic ﬁndings may not be seen until late in the course of the disease. It is often associated with maternal
immunocompromised status. Here, we report a case of miliary tuberculosis in a nonimmunocompromised mother presenting as
fever of unknown origin in immediate puerperium. Prolonged workup of eight weeks led to the diagnosis of miliary tuberculosis
as the cause of postpartum fever that responded well to antituberculous drugs.
1.Introduction
Miliary tuberculosis is a potentially lethal form of tubercu-
losis resulting from massive lymphohematogenous dissem-
ination of Mycobacterium tuberculosis bacilli. Its incidence
is estimated at approximately 1% of all tuberculosis cases
[1]. It is uncommon during pregnancy, and diagnosis tends
to be delayed as symptoms are apt to be mixed up with
those for pregnancy and puerperium. The disease is often
associatedwithamaternalhistoryofintravenousdrugabuse,
malignancy, alcoholism, or human immunodeﬁciency virus
infection. This article reports a rare case of miliary tubercu-
losis presenting as fever of unknown origin in immediate
puerperium without any of these risk factors.
2. Case History
A 28-year-old female gravid- 2 Para- 1 with an uneventful
antenatal period delivered a full-term female child weighing
2.5Kg by normal vaginal delivery. She developed intermit-
tent high-grade fever associated with chills one week after
delivery. There were no other complaints. There was no
signiﬁcant past history of illness or contact with a case of
tuberculosis. General physical examination revealed pallor.
There were no enlarged lymph nodes or palpable liver and
spleen. The lungs were clinically normal. Initial laborato-
ry investigations were as follows: haemoglobin-8.3gm/dL,
MCV-96.5 ﬂ, MCH-28.2 pg, and MCHC-29.2g/dL, total
leucocyte count was 7,500/cumm with 57% polymorphs and
30% lymphocytes. Erythrocyte sedimentation rate (Wester-
green) was 45mm fall ﬁrst hour. Liver and renal function
tests were within normal limits. Widal test for enteric fever,
strip test for malarial parasite, and urine and blood culture
were not contributory. Serology for HIV, HBV, and HCV was
negative. Chest radiography and ultrasound abdomen done
during second week of fever were essentially normal.
Patient was initially treated as a case of viral fever and
then empirically for enteric fever. She, however, continued
to have low-grade fever with night sweats. Three weeks
later follow-up ultrasound abdomen revealed mild hep-
atosplenomegaly. Repeat chest radiograph done at this stage
was normal. Mantoux test and mycobacteriology serology
panel for Anti-A60 Mycobacterium IgG, IgA, and IgM were
negative. Patient was now put empirically on antimalarials
but she continued to be symptomatic.
Chest radiograph repeated four weeks later suggested
the presence of bilateral miliary mottling (Figure 1). The di-
agnosis of miliary tuberculosis was conﬁrmed by high res-
olution CT scan (Figure 2). The patient was started on 4-
drug regimen ATT (isoniazid, rifampicin, ethambutol, and
pyrazinamide) for ﬁrst three months, followed by isoniazid
and rifampicin for next six months. In a few days there was
signiﬁcant improvement in general condition of the patient.
She became afebrile after 10 days of ATT. Followup imaging
study after 9 month of treatment revealed no residual
activity. Newborn was vaccinated with BCG at birth. She was2 Case Reports in Infectious Diseases
Figure 1: Chest radiograph showing bilateral diﬀuse miliary nod-
ular lesions.
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Figure 2: HRCT chest-lung window: bilateral diﬀuse miliary nod-
ular opacities showing random distribution.
breastfedandputonINHprophylaxisfor3months.Shehad
a normal chest skiagram and negative Mantoux test before
and after INH therapy. Both mother and child are doing ﬁne
after one year of follow-up.
3. Discussion
Views astowhetherthe incidence oftuberculosis is increased
by pregnancy have varied over time. The Hippocratic view
that pregnancy was beneﬁcial to tuberculosis was generally
held until the 19th century [2]. By the early 20th century
opinion had swung to pregnancy having a deleterious eﬀect
on tuberculosis, so much so that abortion was recom-
mended [3]. Data from San Domingo gave no evidence that
pregnancy increased the chance of tuberculosis developing
postpartum in either HIV- positive or-negative women [4].
Now, tuberculosis is believed to get ﬂared up by the stress of
pregnancy, especially in association with a poor nutritional
status, immunodeﬁcient state, or co-existent diseases. The
loss of protective antibodies in mother during lactation too
favours the development of postpartal tuberculosis. Howev-
er,morestudiesareneededtosubstantiatethehypothesis[5].
The term “miliary tuberculosis” refers to all types of pro-
gressive disseminated hematogenous tuberculosis regardless
of the pathological picture [6]. It is a curable disease, yet
fatal if left untreated, and, therefore, prompt diagnosis is
mandatory. The disease often presents as a fever of unknown
origin (FUO) [6]. Other symptoms include malaise, weak-
ness, anorexia, weight loss, and night sweats. In one, third
of patients, hepatomegaly or splenomegaly can be found
[6] as was in our case. Hematological abnormalities such
as chronic disease anemia, leucopenia with lymphopenia,
thrombocytopenia or, more rarely, pancytopenia, are fre-
quently described [6].
Miliary tuberculosis is usually diagnosed when miliary
inﬁltrates are found either on chest roentgenograms and CT
scans or when there are autopsy or biopsy ﬁndings of miliary
organ involvement [6]. However, chest radiography may or
may not reveal miliary inﬁltrates, as such lesions need weeks
to develop or may not develop at all [6]. High-resolution
computed tomography (HRCT) is more sensitive than plain
chest radiography in detecting this disease both early and
accurately in its course [7].
The determinants of successful dissemination include
state of host cellular immunity. Our patient neither had
HIVinfectionnoranapparentcauseofimmunosuppression.
Negative Mantoux test may suggest impaired cellular immu-
nity. However, false negative mantoux test and tuberculosis
serology may be seen early in the course of tuberculosis or
with severe systemic disease such as meningeal or miliary
tuberculosis.
The same regimens are recommended for use in preg-
nancy and lactation as for the nonpregnant state. Use of
Isoniazid, Rifampicin, Ethambutol, Pyrazinamide, Strepto-
mycin, Kanamycin, and Cycloserine has been considered
safe for breast feeding, but safety of PAS is unproven. Un-
der RNTCP, breast feeding of neonates is recommended
regardless of the mother’s TB status [5].
Neonates born to mothers having infectious tuberculosis
should be given chemoprophylaxis with INH for 3 months
or till the mother becomes noninfectious. BCG vaccination
may be postponed or done with INH-resistant BCG vaccine.
After 3 months, if the mother has a negative sputum smear
and the neonate (with a normal chest skiagram) has a
negative Mantoux test, then INH chemoprophylaxis may
be discontinued. In case the Mantoux test is positive, a
thorough search should be made for locating the presence
of pulmonary or extrapulmonary focus and administration
of ATT may be decided accordingly [5].
This case is reported to emphasize that high index
of suspicion is required for early diagnosis and timely
management of this curable, yet potentially fatal disease.
Clinicians usually include tuberculosis in their diﬀerential
diagnosislistwhenmanagingpatientswithfeverofunknownCase Reports in Infectious Diseases 3
origin. However, due to non-speciﬁc clinical manifestations
and absence of typical chest radiographic ﬁndings, miliary
tuberculosis as an etiology is usually bypassed and the
diagnosis (if any) is delayed.
References
[ 1 ]H .L .R i e d e r ,D .E .S n i d e rJ r . ,a n dG .M .C a u t h e n ,“ E x t r a p u l -
monary tuberculosis in the United States,” American Review of
Respiratory Disease, vol. 141, no. 2, pp. 347–351, 1990.
[2] D.E.SniderJr.,“Pregnancyandtuberculosis,”Chest,vol.86,no.
3, pp. 115–118, 1984.
[3] J. G. Vallejo and J. R. Starke, “Tuberculosis and pregnancy,”
Clinics in Chest Medicine, vol. 13, no. 4, pp. 693–707, 1992.
[4] M. A. Espinal, A. L. Reingold, and M. Lavandera, “Eﬀect of
pregnancy on the risk of developing active tuberculosis,” Jour-
nal of Infectious Diseases, vol. 173, no. 2, pp. 488–491, 1996.
[5] K. H. Jacobson, W. B. Hackley, and L. Feinsliver, “The toxicity
of inhaled ethylene oxide and propylene oxide vapors,” A.M.A.
Archives of Industrial Health, vol. 13, no. 3, pp. 237–244, 1956.
[6] A. Mert, M. Bilir, F. Tabak et al., “Miliary tuberculosis: clinical
manifestations, diagnosis and outcome in 38 adults,” Respirol-
ogy, vol. 6, no. 3, pp. 217–224, 2001.
[ 7 ]S .K .S h a r m a ,S .M u k h o p a d h y a y ,R .A r o r a ,K .V a r m a ,J .N .
Pande, and G. C. Khilnani, “Computed tomography in miliary
tuberculosis: comparison with plain ﬁlms, bronchoalveolar
lavage, pulmonary functions and gas exchange,” Australasian
Radiology, vol. 40, no. 2, pp. 113–118, 1996.